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Introduction

32
Escalating rates of obesity in Australia and elsewhere have prompted calls from public health circles 33 for preventive obesity regulations to counter obesogenic environments and societal trends that 34 predispose and reinforce consumption of energy-dense foods and physical inactivity (Gostin, 2007 ; 35 Swinburn et al., 1999) . Regulations seek to reduce the financial or physical accessibility of unhealthy 36 foods, decrease the appeal of these foods and/or increase the appeal of healthier alternatives. These 37 measures are premised upon socio-ecological understandings of obesity which propose that because 38 practices of eating and everyday living are embedded in social contexts, multidisciplinary policy 39 interventions are necessary to effectively drive population behaviour change (Egger & Swinburn, 40 1997) . 41 For many advocates, the push for regulations is linked to a social gradient for obesity, with reductions 42 in health disparities between high and low socio-economic groups a key rationale for the use of 43 regulatory approaches (Baum & Fisher, 2014; Magnusson, 2008; Walls et al. 2009; 2011) . However, 44 very little is known about how support for regulations to address obesity varies across social strata. 45 This is explicitly relevant to those concerned with reducing rates of population obesity and obesity-46 related health inequalities along the social gradient, as the greater prevalence of obesity in 47 6 environments (Sacks et al. 2009; 2011) . Support for the introduction of a more complex package of 113 regulatory obesity prevention measures remains high amongst public health advocates, who argue that 114 rates of obesity and obesity-related health inequalities will not decrease without more comprehensive 115 regulatory intervention (Magnusson, 2008; Swinburn, 2008) . 116
Privileging the capacity for choice: class and ignorant obese bodies 117 Arguments about the potential for preventive obesity regulations to tackle some of the most complex 118 aspects of the 'obesity problem' (namely, its adherence to social disadvantage and the stigmatisation 119 of obese bodies) inadequately account for the relationships between obesity and the experiences of 120 social disadvantage, and obesity's ipso facto inference of moral failure in public discourse. Our focus 121 is to foreground the relevance of the social and classed contexts of obesity for debates about the 122 efficacy of obesity regulations in addressing these complex aspects of the 'obesity problem', by 123 examining how public perspectives about obesity regulations differ across social classes. 124
The contemporary shift to neoliberal governmentality, including an emphasis on individualism arising 125 through market-style thinking, has seen the emergence of new modes through which class distinctions 126 are expressed and maintained. Although class is rarely actively claimed as a source of identity, classed 127 identities are enacted implicitly through the social and cultural practice of individuals as they define 128 their own identities relationally through comparisons with others occupying different social positions 129 (Bottero & Irwin, 2003; Savage, 2000) . Class works to (re)produce social hierarchies and identities by 130 acting 'as a constraint on aspirations and tastes, social networks and resources' (Bottero & Irwin, 131 7 unequal distribution of this capital across society yields profits of distinction for those possessing it, 140
and is therefore an indicator of status relative to those in lower social strata (see Bourdieu, 1986:49) . 141
Knowledge about health and nutrition is one such permutation of embodied cultural capital. The 142 common framing of obesity as a self-inflicted condition ensuing from a lack of knowledge 143 (Henderson et al., 2009; Lupton, 2013; Townend, 2009 ) is part of the process through which class 144 differences are enacted. This framing implies that averting obesity is a deliberate and rational process; 145 a specific competence resultant from education about what is healthy. The notion that normal weight 146 bodies result from rational, informed choice positons those with the capacity to make healthy choices 147 as knowers; a position of value which can only be maintained relationally by the ignorance of those 148 who are obese. 149
Our use of ignorance in this context is informed by Nancy Tuana's (2004; 2006) work on the politics 150 of ignorance, wherein she posits that ignorance is actively constructed and sustained through social 151 structures and practices, rather than being something that is simply not (yet) known (Tuana, 2004; 152 2006) . In this sense, ignorance is a socio-politically cultivated product that is inextricably related to 153 social structuration and power. 154
Understandings of obesity as a function of ignorance are underpinned by taken-for-granted 155 assumptions about obese bodies premised on a high degree of agency in health and other lifestyle 156 choices and correspondingly empowering life chances (cf. Cockerham, 2005) , while also positioning 157 middle class values of investment in the self as normative. These understandings of obesity align with 158 the call to compulsory individuality underscoring neoliberal conditions of legitimacy, in which 159 individuals' status and value is affirmed through displays of self-discipline and future-oriented 160 investment in the self (Skeggs & Loveday, 2012) . 161
As the life chances of those in higher social strata enable an expanded range of life choices and a 162 greater sense of one's own ability to influence life outcomes (Cockerham, 2005) , alternative 163 explanations for obesity which account for life chances differentially constraining the life choices of 164 those in different social strata are discounted. In this sense, ignorance as an explanation for obesity8 functions to preserve the privileged positions of those in higher social strata; implying that differential 166 levels of knowledge, rather than the unequal influence of structural constraints, drives the social 167 gradient of obesity. This inculcation of individual responsibility for body weight operates to fortify 168 the status and moral virtue of normal weight individuals; reflecting long-standing moral concerns 169 about food and the body in Western culture (Coveney, 2008) . 170
This paper traces the production of ignorance in obesity discourse, in order to reveal the role of power 171 in the construction of what is 'not known', and in defining who can inhabit positions of 'knowing' 172 (Tuana 2004) . Drawing on Tuana's (2006) 'taxonomy of ignorance', we argue that certain types of 173 ignorance are produced to enable certain regulatory measures to be positioned as viable interventions 174 to address obesity. These forms of ignorance underpin a classed bio-politics of obesity prevention, as 175 they function to produce certain reifications of the 'problem' of obesity and thereby restrict the 176 possibilities for reparation. Ignorance therefore operates to reinforce social structuration and divisions 177 which marginalise those already marginalised and privilege those already in positions of privilege. 178
Methods
179
We used semi-structured focus group discussions to examine beliefs about obesity and the use of 180 regulations for obesity prevention amongst distinct social groups. Participants were drawn from two 181 local government areas (LGA) in metropolitan Adelaide, South Australia, selected for socio-economic 182 disparity as measured in the 2011 Census (ABS, 2014 solutions to the 'problem' to be posited as true and viable, while precluding other alternatives. The 211 schedule focussed on participants' understandings of whether obesity is a problem in Australia, causes 212 of obesity, barriers and enablers to reducing obesity prevalence, and support for regulatory measuresand managed using NVivo 10. The schedule and relevant theoretical literature were used to develop 215 initial codes, which were iteratively refined as analysis progressed. 216
Owing to the habitual silencing of disadvantaged views in prominent obesity discourses and policy 217 debates, we have centred our discussion of the findings in the views of those so marginalised in order 218 to bring prominence to these perspectives. However, we begin with a description of the views of those 219 in Area A in order to demonstrate the correspondence of socio-economically advantaged views with 220 prominent discourses, and in alignment with our theoretical orientation, to draw attention to how these 221 In alignment with contemporary medical priorities and political discourses of an 'obesity epidemic', 226 obesity was seen by those living in Area A to be an alarming problem threatening to envelop the 227 nation's health care system and economy. Obesity was universally understood by participants in this 228 area to result from a lack of knowledge about the harms associated with obesity, and how to prevent 229 obesity through the right diet. With food and eating positioned as part of a health discourse, 230 participants in Area A believed only those ignorant of the poor nutritional quality of unhealthy foods 231 would consume such products: 232 food') were not assumed to have knowledge about the causes of obesity and its associated harms, but 242 were instead required to actively acquire and display this knowledge. 243
Cultural complacency 244
The future-oriented investment in the self that has come to underscore valued bodies in contemporary 245 neoliberal societies illustrates the different vectors of time inhabited by valued and value-less subjects 246 (Skeggs, 2011) . Those in Area A, with access to the forms of capital enabling value to be accrued to 247 the self for future investment, inhabited an elongated temporality compared with those in Area B. This 248 enabled cultural decay across generations to be identified as the primary driver of current high obesity 249 prevalence: 250 LYDIA: I think it's a problem through generations because kids are going to follow what 251 their parents set, and then they're going to grow into that habit, and then their kids are going 252 to grow into that habit, and then it's just gonna get worse and worse and worse because 253 everyone's following the same path (Area A, afternoon) 254
As the above account demonstrates, those in Area A saw that knowledge about nutrition has been 255 'unlearned' (Tuana, 2004 (Tuana, , 2006 
Imagined barriers 264
The production of obese people as non-knowers positioned nutrition education and food labelling as 265 likely to be highly effective measures for obesity prevention. The logic underlying these 266 recommendations is that if people are told that obesity is bad for them, and they are told how to 267 prevent it, their ignorance will be eradicated: they, too, will be in positions of knowing. This 268 knowledge was seen to have the power to eliminate social and genetic factors predisposing obesity: In Area A, ignorance about diet and nutrition was seen to produce structural barriers to healthy food 274 consumption. In particular, the unaffordability of fresh produce was acknowledged by those in Area A 275 to be a significant barrier to good diet quality. However, this barrier was seen to arise solely through 276 inaccurate perceptions about the affordability of fresh food in comparison to unhealthier options, 277 rather than any genuinely prohibitive cost barriers; in direct contradiction to research evidence 278 demonstrating the relative unaffordability of healthy foods (Ward et al., 2013) . Taxes 'vulnerable' people's welfare payments are set aside to be spent only on 'priority goods and services' 298 (such as food, housing and clothing), and purchasing of certain goods (including alcohol and13 cigarettes) is explicitly banned (Buckmaster & Ey, 2012) . Instead, nutrition education programs for 300 welfare recipients were widely supported. This was underpinned by the logic that the provision of 301 knowledge would enable welfare recipients to identify their moral obligation to invest in their future 302 wellbeing such that they would act in accordance with the dominant discourse; rendering measures 303 restricting autonomy unnecessary. Underscoring the perception that ignorance rather than structural 304 constraints was the key driver of obesity, there was strong support for welfare payments to be 305 contingent on the completion of these education programs: 306 LYDIA: I think if there can be services offered to help [welfare recipients], or show them 307 how they could be spending their income… What if there was someone [at Centrelink] saying 308 to them 'this is how you could be spending it.' You know, packet of pasta is a dollar at Coles 309 and 500 grams of mince is three dollars, and you've spent four dollars, you know, throw in a 310 tin of tomatoes, and you could have four meals out of it! If there was someone telling them 311 how they could be spending their money! Or not telling them, it's suggesting to them. Not 312 saying to them 'this is how you need to spend' but 'this is how you are spending it now, this 313 is how you could be spending it'. So it's up to them. It could just be education, you know 'I 314 think I have to spend my seven dollars on Hungry Jacks every day', but what if there was 315 someone there to say to them 'you can spend it that way, you can also spend it this way' 316 JILL: Or they have to do an online course, or if they can't do online, in a community-based 317 thing, you've got to attend this course, a six or twelve week course in order to get your 318 benefits, such and such, it's a form of forced education 319 can one, the poor person can afford? They cannot pay the bills of gas and electricity (Area B, 330 afternoon) 331 Directly contradicting suggestions from Area A, those in Area B saw the poor quality of available 332 fresh food to contribute to the unaffordability of healthy food and therefore as a key driver of current 333 high rates of obesity, particularly in disadvantaged areas. For those in Area B, food affordability was 334 acknowledged as the primary barrier preventing those who regularly consume unhealthy foods from 335 acting on knowledge about nutrition that they already possess: 336 ADYA: If the alternatives are there of equal value, people, they will choose the healthy things 337 EVE: Because if you're on a, you know, a tight budget for food to feed your family, and 338 you've gone and spent sixty dollars on fruit and veg that goes off in two days, then what are 339 you feeding your family for the rest of the week? You know, I find shopping at your local 340 retailers, it's not worth it for the fruit and veg unless you're using it that day (Area B, 341
afternoon) 342
With the impact of structural constraints upon diet quality widely acknowledged by participants in 343 Area B, support was generated for government efforts to reduce the cost of healthier foods (instead of 344 increasing the cost of unhealthy foods), and to restrict fast food bargain deals and marketing which or is beyond reach. These temporal connections to the present produced food as a source of 374 enjoyment, comfort and reward, rather than as a means to invest in future health and wellbeing as was 375 apparent in Area A. In the Area B focus group discussions, these meanings attached to food were 376 balanced against health promotion imperatives; indicating awareness of (though not action upon) what 377 constituted a healthy diet: 378 unhealthy foods or soft drinks were acknowledged as likely to be highly effective in driving 389 reductions in consumption amongst disadvantaged groups. However, these measures were seen as 390 likely to prevent disadvantaged people who garner few enjoyments from everyday life from accessing 391 the small 'sweeteners' (Zivkovic et al, 2015) that make life enjoyable, and to therefore decrease 392 immediate quality of life by imposing future-oriented priorities not widely adopted by those facing 393 disadvantage. These measures were also seen to position disadvantaged people as morally responsible 394 for structural inequalities: 395 JEAN: It's not because I particularly like soft drinks, but I can see people who are, you know, 396 on maybe benefits or very low incomes, they, you know, that might be what they have to look 397 forward to, okay? So you're taking something, you're penalising someone for, you know, 398 maybe eating at McDonalds or something like that. I don't think that's a good way to--I think 399 that's a real 'big brother' sort of attitude, to punish people (Area B, evening) 400
Understandings of food as a source of enjoyment rather than health worked to render mandatory 401 traffic light nutrition labelling for processed and packaged foods -strongly supported in Area A -as 402 likely to be ineffectual in altering diet quality amongst those facing socio-economic disadvantage. 403 This is because the measure, premised on the rationale that increasing knowledge about the nutritional 404 quality of unhealthy foods will change food consumption practices, fails to acknowledge food as a 405 The dominance of individual responsibility discourses therefore deflected attention from structural 434 drivers of obesity and restricted the possibilities for reparation that were considered by those in Area 435 B. However, solutions to the 'obesity problem' offered by those in Area B which align with the views 436 of those in Area A may not simply reflect the domineering power of those in advantaged positions: 437 these solutions may also assert the power of individual agency over structural constraints that are 438 positioned in some public health discourses as being deterministic. These solutions may thereby 439 operate to resist the discourses of victimisation that can be used to justify paternalistic public health 440 measures that may disproportionately constrain the autonomy of those facing disadvantage. 441
Conclusion and implications
442
The central role of ignorance in enabling certain preventive obesity regulations to be seen as viabledraws attention to the practices of knowledge production that produce and sustain states of not 445 knowing. Ignorance was produced as the sole explanation for obesity in Area A, with high levels of 446 support for traffic light labelling measures, taxes on unhealthy foods, nutrition education prerequisites 447 for welfare recipients, and weight surcharges for plane travel driven by the perceived power of these 448 measures to eliminate ignorance. In Area B, a different narrative underpinned explanations for 449 obesity, with attention directed to the role of structural inequalities in driving high rates of obesity 450 amongst those facing disadvantage. This laid the pathway for high levels of support for subsidies for 451 fresh produce (or other investment in fresh food supply chains), and restrictions on fast food bargain 452 deals and marketing. However, reflecting the power of dominant discourses, those in Area B also 453 recognised educative measures as critical to government efforts to address obesity, despite Area B 454 accounts indicating that a lack of knowledge is unlikely to be a major driver of obesity amongst those 455 facing socio-economic disadvantage. The lack of engagement in Area A with the notion that structural inequalities are a central driver of 474 obesity is the result of configurations of interests in which certain topics are judged as not worthy of 475 attention. Ignorance about the conditions that lead to the social patterning of obesity, the practices and 476 institutions that underlie health and social inequalities, and the privileges that accompany socially 477 advantaged positions was actively produced and preserved in these accounts. In our study, this 'wilful 478 ignorance' of the conditions driving the social patterning of obesity had the ironic outcome of 479 producing ignorance as an explanation for obesity. 480
In Area A, ignorance of the importance of addressing structural inequalities in order to reduce rates of 481 population obesity is a case of 'knowing that we know, but not caring to know' (Tuana, 2006:4) . It is 482 not that social determinants were overlooked: they were, in fact, acknowledged in the Area A focus 483 group discussions as a possible excuse for obesity. Instead, those in Area A reoriented these structural 484 explanations within the dominant neoliberal ignorance-autonomy discourse, which worked to render 485 invisible the relationality that structures advantaged and disadvantaged subjectivities. Our study has demonstrated the 'wilful ignorance' of socio-economically advantaged groups about 504 the structural drivers of high obesity prevalence in Australia. This functions to produce certain 505 reifications of the 'obesity problem' that restrict possibilities for reparation, and underscores a classed 506 bio-politics of obesity prevention. Challenging this ignorance may open up alternative possibilities for 507 obesity prevention to meaningfully address drivers of health and broader social inequalities. 508
